The features of this disorder are as follows:3-12 (a) it is rare in Caucasians'3-17 but is common in Asians, particularly the Japanese, (b) it tends to develop in the cervical area and often is associated with spondylosis, (c) it can be asymptomatic but usually is accompanied by either myelopathy or radiculopathy or by both, (d) it is more common in males. [18] [19] [20] [21] In the present study the authors reviewed a total of 74 cases of ossification of the posterior longitudinal ligament and based their opinions on radiological findings correlating with the results of clinical analysis.
and 28 females (38%). The ages ranged from 31 to 81 years, with the peak incidence occurring at age 64.
Those without symptoms or neck/shoulder pain only numbered 18 The distribution of ossification of the posterior longitudinal ligament in the cervical spine is shown in fig 1, which demonstrates the localisation and extent of the lesions. In the figures the subjects were arranged in order of age, the left end being the youngest. The lesion tended to grow longitudinally, parallel with aging. The lesion was apt to occur in the posterior Terayama and Yamaura, 20 24 this disease is distributed throughout southeast Asia and is frequently found in Japan. But factors other than ethnic differences must be taken into account because there are cases reported in Caucasians as well.
About 1 6% and 2-2% of Japanese patients who complained of neck or lumbar pain were reported to show ossification of the posterior longitudinal ligament in radiographs.6 It develops more frequently after age 40 years. According to the majority of Japanese reports,3-' the most affected levels are C4 and C5, although Okamoto'9 stated that C3 and C4 were the most common levels. Osseous tissue was reported to be the essential finding of ossification of the posterior longitudinal ligament based on necropsy examination.2022 According to these reports: (a) this abnormal osseous tissue replaced the ligament itself, and the fibres of the ligament had clear continuity with the osseous tissue; (b) the osseous tissue was interrupted at the intervertebral disc level where the ligament consisted of cartilage and chondrofibrous tissue with calcium deposits; (c) the discs were atrophic and showed tears in some places. The trabeculae of the vertebral body were also atrophic; (d) inflammatory change or any other changes that might give rise to abnormal calcification have not been found so far.
Our speculation at present regarding the aetiology of ossification of the posterior longitudinal ligament is as follows. First, repetitive and trivial daily movements of the neck, together with aging, damage the intervertebral discs, and this in turn gives rise to damage of the posterior longitudinal ligament in the vicinity of the annulus fibrosus and/or at the attachment of the ligament to the vertebral body. The process of ossification begins along with the repairing of the damaged ligament. Abnormalities of glucose metabolism or sex hormones have been reported29 in some cases, but this is not enough to explain all the cases.
The intimate relation of ossification of the posterior longitudinal ligament and cervical spondylosis is well known.34 According to Satoh,23 the patient with ossification of the posterior longitudinal ligament usually has a narrow spinal canal as a basic abnormality, especially in those with symptoms. The present analysis also revealed a significant difference in the degree of stenosis between symptomatic and asymptomatic groups. The former showed severe stenosis on the average.
The reason for the combination of ossification of the posterior longitudinal ligament and spondylosis or narrow spinal canal is not known. Yet it is obvious that patients with spondlylosis or a narrow spinal canal tends to develop symptoms when they develop ossification of the posterior longitudinal ligament in addition.
Although there are some reports7 24 stating that the stenosis ratio of 40% is critical for the appearance of myelopathy, the authors believe their figure of 30% is sufficient. There have been some reports25-28 stressing the value of a CT scan in the diagnosis of ossification of the posterior longitudinal ligament. The ossification of the posterior longitudinal ligament can be nodular, rod shaped or sessile on a CT scan and its absorption coefficient ranges from 500 to 900 Hounsfield units according to our data. Thus a CT scan is very useful with regard to the extent and direction of the protruded ossification of the posterior longitudinal ligament, especially in the radiculopathic group where accurate localisation can be achieved.
As for the treatment, posterior decompression by laminectomy has been employed. Nagashima'0 carried out laminectomy in 10 cases and reported that six obtained excellent improvement and three good benefit on follow-up. The remaining case could not be followed up. On the other hand, Abe30 recommends the anterior approach on the basis of his experience of recurrence of symptoms after laminectomy. However, because of post-operative stenosis due to scar formation, malalignment, and the postoperative increase of instability, laminoplasty is currently the favoured choice in Japan.3
